By F. PARKES WEBER, M.D.
THE patient, M. L., aged 54, a strongly-built man, is a typical exanmple of generalized pityriasis rubra pilaris (Devergie), the " lichen ruber acuminatus" of Kaposi. The disease commenced on October 27, 1919, with itching all over his body. On the previous night he had partaken of sardines and brandy. During, the two preceding years he had suffered a good deal from dyspeptic pains. The eruption is of the characteristic grater or goose-skin type on the trunk and upper extremities, and there is diffuse keratosis on the palms of the hands and on the feet and legs. On the scalp the eruption has a somewhat seborrhoeic appearance. The patient is apparently slightly improving. He has lately been treated by thyroid extract, liq. arsenicalis and an alkaline-sodium salicylate rnixture; with bran baths for the pruritus.
I wish to point out that this rather rare disease might be diagnosed in the present case by a doctor with his eyes blindfolded-merely by feeling the follicular papules on the backs of the proximal segments of the fingers. I have just taken an impression, with ordinary printer's ink on white blotting-paper, from the back of one of the patient's hands. The papules about the hair-follicles are very strikingly shown in this way.
Duodenal Ulcer, Gastrojejunostomy, Gastrojejuno-colic Fistula, Excision of Ulcer and Entero-anastomosis; Recovery.
By R. P. ROWLANDS, M.S.
MAN, aged 24. I saw the patient four and a half years ago in the medical wards at Guy's Hospital with Dr. Hurst. He was then in a bad condition, was mioderately thin and somewhat pale. His history was, roughly, that he had had a gastrojejunostomy performed over two years earlier for duodenal ulcer. He was never quite relieved but was in fair health until about two years later, when he had an attack of acute suppurative appendicitis, and had the appendix removed. Not very long after this he began to have diarrhoea, the bowels being opened about six or seven timnes a day and often at night. At tiiimes the diarrhoea abated, or even ceased for days and sometimes for weeks at a time, but he was never well or able to do much. He often brought Rowlands: Duodenal Ulcer up very offensive gas, and occasionally vomited foul material. Dr. Hurst examined him with the X-rays, and fouind that the opening in the stomach was much too high and to the left. Also there was much delay in the exit of food from the dependent pouch of stomach below, unless the patient was lying on his left side with the pelvis raised. Dr. Ryffel examined the contents of the stomach after a bariuin enema had been administered, and found barium sulphide in the contents. The X-ray examination after a bismuth meal and bariunm enema had not revealed any fistula between the colon and the stomach, but judging from the history of diarrhoea and the chemical examination I concluded that he had a fistula from the gastrojejunostomy to the transverse colon to the left of the middle line, and I advised an operation.
Operation on November 9, 1915: A fistula between the gastrojejunostomy and the transverse colon was found. It admitted a finger easily. It was well to the left of the middle line, the opening being anterior to and to the left of the gastrojejunal opening. I divided this fistula, pared the edges and sewed the resulting wound in the colon in the transverse direction. I treated the opening into the gastrojejunostomy in a similar way, after excising the ulcer the size of a shilling, and first passing my fiDger through the rent and feeling it enter the stomach; also feeling a sharp edge to the right of my finger, being the spur to the left of the dependent pouch of the stomach, seen with the X-rays. The proximal jejunum was 8 in. long and enormllously distended. There was very marked kinking with defgnite intestinal obstruction at the anastomosis. I joined the two lim-bs of the loop 3 in. below the stomach, making a 3 in. anastomosis. Catgut was used for the deep suture and linen thread for the superficial.
He has kept fairly well ever since and has led an active life, playing football and taking active exercise. He was not accepted for military service, being clearly unfit for the strain.
REMARKS.
Gastrojejunal fistula follows about 15 per cent. of gastrojejunostomies. Two-thirds of the ulcers are jejunal and within 3 or 4 in. of the anastomosis. The remaining one-third are gastrojejunal occurring at the anastomotic ring.
Gastrojejuno-colic fistula is a much rarer thing, and I have only operated on three cases. It is a very grave condition, and this patient is fortunate to have completely-recovered from it and to be well four and a half years later. My other two cases may be briefly inentioned.
Both were very thin and ill, having suffered fromii diarrhoea and vomiting for months. In one of them I performed an anterior gastrojejunostomy under gas and oxygen anaesthesia, meaning to excise the original anastomnosis and fistula at a later date if the patient's condition improved sufficiently, but he got weaker and died about a month later. The other patient was of unusual interest. He had remained well for seven years after gastrojejunostomy but developed a gastrojejuno-colic fistula when on active service at the Dardanelles. When I saw him at Guy's Hospital he was suffering from intestinal obstruction in addition to his other troubles. At the operation this proved to be due to kinking at a gastrojejuno-colic-ileac fistula. I overcame the obstruction by entero-anastomosis of the ileum, hoping at a later date to do a radical operation on the complicated fistulae, but he got thinner and weaker and clearly could not stand such a severe operation, and preferred not to take the risk of it and went homne to die.
The cause of gastrojejunal ulceration appears to be hyperacidity of the gastric secretion acting on the mucous membrane of the jejunum, especially where the latter is not bathed with alkaline secretions. It is, therefore, particularly liable to follow the Rou'x and the EN-Y operations. In nearly all cases there is some obstruction at the anastomosis, either due to kinking, torsion or compression of the jejunum. It appears to be more likely to follow when the opening is low in the jejunum.
The use of unabsorbable deep sutures is also an important cause. The after-treatment of gastrojejunostomy is also often at fault. We are too apt to think that the patient is quite well, as he often appears to be a month after the operation. It is a mistake to let him return to hard work and casual diet too soon. The war showed that patients are rarely quite normal after gastrojejunostomy and that it is unwise to submit them to the strain of abnormal diet and other conditions of active service. It is wise to tell patients to abstain from work for about three months after the operation and to be careful in their diet, especially avoiding acids, alcohol and hard or indigestible food. Also to give magnesium hydrate and olive oil regularly before meals for this period.
TREATMENT.
Medical treatmnent by careful diet, rest and neutralization of the gastric juice should always be thoroughly tried.
Surgical treatment of peptic ulcer of the jejunum is difficult, but when medical treatment has failed then some form of operation has to be tried.
(1) Enlargemzent of the Anastonwtic Opening.-In some cases this is sufficient, and in exhausted patients it may be all that can be safely attempted.
(2) Excisiont oj the ulcer-is the most radical procedure, but iilay be a very severe and grave operation owing to extensive adhesions and the poor general condition of the patient. The ulcer having been excised, a new and more perfect gastrojejunostomy has to be mnade, unless the pylorus and duodenum are patent, when the openings in the stomach and jejunum may be closed with advantage in many cases.
(3) The additiont of another gastrojejunostomny, generally anterior, without excision of the ulcer is not likely to be of any permanent value.
The surgery of gastrojejuno-colic fistula is extremely difficult, for nothing short of excision of the fistule and ulceration involving three viscera, is likely to be successful. In my case shown to-day, excision of the fistula and ulcer has proved most satisfactory, but the ulcer was not a very large one, and only occupied the left side of the anastomotic ring. Here it was possible to close the resulting wounds in the colon and anastomosis without narrowing the lumen of either, the suture line in the colon being transverse to its axis and 2 in. long, that at the anastomosis being circumferential. It is clear that sewing in the opposite direction would have narrowed the channels. It was still necessary, however, to overcome the obstruction in the jejunum at the anastomosis, which was due to kinking, by performing enteroanastomosis 3 in. below the gastrojejunostomy. spreading into the lower jaw and temple. At first she used to get remissions of the pain, perhaps for a few months, but 'the spasms became much more frequent. and severe in the latter part of 1912, attacks of pain occurring every five minutes, keeping her awake. With the neuralgic spasms she used also to have well-marked motor right facial spasnm, with the exception of the aural muscles and the
